Introduction
While access to safe abortion services is considered a human right (United Nations 2016), approximately half of all abortions worldwide are unsafe (for example, self-induced, with an undertrained provider or using medically inappropriate protocols) -often in countries where abortion is illegal (Ǻhman and Shah 2011) . In contrast, the legalisation of abortion is associated with reduction in abortion-related morbidity and mortality. For example, abortion was (largely) illegal in South Africa from 1975 until the Choice on Termination of Pregnancy Act was passed after Apartheid ended in 1996, granting legal access to abortion upon request until 12 weeks of pregnancy Trueman and Magwentshu 2013; Vincent 2012 ). This caused a dramatic 91% decline in abortion-related mortality from 1994 to 2000 .
Unsafe abortion can persist in legal settings, however, when access to safe services is difficult or inequitable. In South Africa today, over half of abortions are still estimated to be unsafe Singh et al. 2012, 12) . National maternal death reports, which notably no longer distinguish abortion from spontaneous miscarriage, suggest mortality from 'miscarriage/abortion ' surged 62% between 2002-2004 and 2011-2013 (National Committee for the Confidential Enquiries into Maternal Deaths 2014). Evidence further suggests that women who are of lower socioeconomic status (Harries et al. 2015; Trueman and Magwentshu 2013) , (Black) African (Constant et al. 2014) , living with HIV (National Committee for the Confidential Enquiries into Maternal Deaths 2014; Orner et al. 2011; Stevens 2012) and/or residing in Gauteng, Limpopo or KwaZulu-Natal (National Committee for the Confidential Enquiries into Maternal Deaths 2014) are at higher risk of unsafe abortion and its health consequences than women who are more affluent, White, living without HIV and/ or residing in other provinces. South African women have identified a number of barriers to safe abortion care including fear of discrimination or confidentiality breech, abuse and neglect by health workers, a dearth of abortion providers, waiting lists, gestational limits, long distances, insufficient knowledge about abortion laws and financial constraints (Constant et al. 2014; Cooper et al. 2004; Grossman et al. 2011; Harries et al. 2007 Harries et al. , 2015 Trueman and Magwentshu 2013; Stevens 2012; Vincent 2012) . Many researchers attribute these barriers to weaknesses of the South African health system generally and to abortion stigma specifically -a social process that ascribes negative attributes to women who access abortion care, to abortion providers and to others associated with abortion (Harris et al. 2011; Kumar, Hessini, and Mitchell 2009; Link and Phelan 2001; Norris et al. 2011) .
While abortion stigma is a complex phenomenon that unfolds through a number of mechanisms at the macro and micro levels, negative individual-level attitudes toward abortion can be conceptualised as potential predictors of stigmatisation and resulting unsafe abortion (Gresh and Maharaj 2014; Harries, Stinson, and Orner 2009; Mwaba and Naidoo 2006; Varga 2002) . In South Africa, researchers have documented negative attitudes toward abortion, but these are highly variable across the specific dimension of abortion (for example, moral compared to legal acceptability), circumstances of pregnancy, gender group, gender attitudes, religion and religiosity (Gresh and Maharaj 2014; Harries, Stinson, and Orner 2009; Harries et al. 2007; Macleod, Sigcau, and Luwaca 2011; Mwaba and Naidoo 2006; Patel and Johns 2009; Patel and Kooverjee 2009; Varga 2002; Vincent 2012; Wheeler et al. 2012) . Most evidence to date has come from qualitative work and non-representative surveys among health workers in the Western Cape (Harries, Stinson, and Orner 2009; Harries et al. 2007 ), adolescents and students in KwaZulu-Natal (Gresh and Maharaj 2014; Mwaba and Naidoo 2006; Patel and Johns 2009; Patel and Kooverjee 2009; Wheeler et al. 2012) and community members in the rural Eastern Cape (Macleod, Sigcau, and Luwaca 2011) . Broadly, South Africans seem to hold positive attitudes toward availability of abortion while still harboring strongly negative attitudes toward moral acceptability of abortion or women's autonomy to choose an abortion (Patel and Johns 2009; Patel and Kooverjee 2009) . Attitudes tend to be more positive or lenient when: pregnancy is the result of rape, there is risk of severe foetal anomaly, a woman is HIV positive, a woman's health is in danger or it is her first abortion, as compared to when a woman is low income, having a so-called 'repeat abortion' , unmarried or adolescent (Harries, Stinson, and Orner 2009, 7; Mwaba and Naidoo 2006; Vincent 2012; Wheeler et al. 2012) . Notably, young and unmarried women in South Africa are simultaneously faced with the expectation of sexual availability for heterosexual partnerships, severe stigma against adolescent pregnancy and particularly restricted access to safe abortion options (Edin et al. 2016; Varga 2002; Waxman et al. 2016) . Many in South Africa attribute their disapproval of abortion to religion, morality or culture (Gresh and Maharaj 2014; Macleod, Sigcau, and Luwaca 2011; Ronco 2014; Varga 2002) , but researchers warn such static and homogeneous framing of culture ignores pre-colonial, indigenous abortion traditions and reinforces existing gender inequities (Macleod, Sigcau, and Luwaca 2011) . Even after controlling for religion and religiosity, attitudes toward abortion accessibility and women's autonomy to choose abortion (but not the moral acceptability of abortion) differ by gender, with women holding more egalitarian attitudes than men (Patel and Johns 2009; Patel and Kooverjee 2009) .
To our knowledge, however, no studies have analysed abortion attitudes in a nationally representative sample from South Africa or explored differences by race/ethnicity, socioeconomic status or geography that might underlie observed differences in unsafe abortion risk. The purpose of the current study was to assess the prevalence of negative attitudes toward abortion nationally and identify any differences by race/ethnicity, socioeconomic status or geography while controlling for other covariates.
Theoretical framework
In this study we utilised a human rights-based approach to health (Shah, Åhman, and Ortayli 2014 ; United Nations 2014) that includes safe abortion as one of a comprehensive list of social, economic and other human rights aimed at women's equity and empowerment. To the extent that negative abortion attitudes are tied to the limited availability of safe abortion and resulting health consequences, abortion attitudes are a human rights issue. According to the World Health Organization, a human rights-based approach to health applies seven key principles: availability, accessibility, acceptability, quality of facilities and services, participation, non-discrimination and accountability (United Nations 2014, 76) . Researchers in South Africa have previously described how negative abortion attitudes can carry consequences for the availability, accessibility, quality and acceptability of abortion services and how those consequences are inequitably patterned by race, socioeconomic status, HIV status and region (Constant et al. 2014; Harries et al. 2015 ; National Committee for the Confidential Enquiries into Maternal Deaths 2014; Orner et al. 2011; Trueman and Magwentshu 2013) . A human rights-based approach to health, in turn, places these abortion-related indicators in the broader context of women's rights to comprehensive healthcare, personal dignity and non-discrimination by gender or other social categorisation (United Nations 2014). This approach informed many post-Apartheid South African policies, which simultaneously legalised abortion and promised access to contraception, maternity care and child support grants as part of social justice and economic development for all (African National Congress 1994a , 1994b Baker 2010; Chopra et al. 2009; Coovadia et al. 2009 ). This broader vision of abortion and human rights -which the South African Minister of Social Development Bathabile Dlamini and others have called 'reproductive justice' (Dlamini 2014; Hansjee 2013, 1007; Ross 2006 Ross , 2014 -is one based on equity rather than equality as it 'considers gendered, raced, classed (and other) power relations in terms of the obstacles that people have to overcome … and the compensations that are required for outcomes to be equal' Hansjee 2013, 1007) . Such a theoretical framework is particularly well-suited for the current investigation of racial/ethnic, socioeconomic and geographical differences in abortion attitudes in South Africa.
Methods

Data and measurement
We used data from the most recent South African Social Attitudes Survey (SASAS) in 2013 (Human Sciences Research Council 2015) . This is a nationally representative survey conducted annually and sampled from 500 census enumeration areas stratified by province, urbanicity and population group (Human Sciences Research Council 2015) . Each face-to-face interview was conducted in the respondent's household and lasted an average of 60-90 minutes.
Descriptive statistics of the weighted sample are presented in Table 1 (n = 2885). The SASAS only asked two questions about abortion attitudes, which we used as dependent variables: 'Do you personally think it is wrong or not wrong for a woman to have an abortion if there is a strong chance of serious defect in the baby?' and 'Do you personally think it is wrong or not wrong for a woman to have an abortion if a family has a low-income and cannot afford any more children?' Responses were measured using a Likert scale ('not wrong at all' , 'only wrong sometimes' , 'almost always wrong' and 'always wrong'). As responses were heavily skewed (see Table 2 ) and we were most interested in those who are unequivocally opposed to abortion, we dichotomised these outcomes with 'always wrong' coded as 1 and all other categories coded as 0. We first analysed abortion attitudes in the two unique cases separately, and then constructed a third combined variable with feeling abortion is 'always wrong' in both cases coded as 1 and all other response patterns coded as 0.
We were primarily interested in sociodemographic variables that might explain observed differences in unsafe abortion risk in South Africa: race/ethnicity, socioeconomic status and geography. Researchers have previously defined race/ethnicity as 'common geographic origins, ancestry, family patterns, language, cultural norms, traditions and the social history of particular groups' (Williams et al. 2010, 70) . On the 2013 SASAS, population groups were 'Black African' , 'Coloured' , 'Indian/Asian' and 'White' . We combined this with the respondent's language spoken at home and developed an 11-category variable representing race/ethnicity: African-isiXhosa, African-isiZulu, African-Sesotho, African-Setswana, African-Sepedi, African-Other (we collapsed Siswati, isiNdebele, Xitsonga, Tshivenga/Lemba and other African languages due to few respondents); Coloured-Afrikaans, Coloured-English, Indian, White-Afrikaans and White-English. We operationalised socioeconomic status as level of educational attainment and selfreported economic class. In the 2013 SASAS, highest level of education was reported as 'no schooling' , 'primary' , 'some secondary' , 'matriculation or equivalent' , 'tertiary education' or 'other/don't know' . We combined the categories of 'no schooling' and 'primary' then used this as the reference group in multivariate analyses. The respondents who selected 'other/ don't know' were excluded from analyses. Because household income, employment and other common measures of economic status were significantly under-reported (as much as 27% missing data), we used self-reported economic class as a proxy. This was measured as 'lower class' (reference group), 'working class' , 'middle class' or 'upper class' . Due to small subsamples, we collapsed 'middle class' and 'upper class' . Geographical region was operationalised as province and urbanicity. Provinces were Western Cape (reference), Eastern Cape, Northern Cape, Free State, KwaZulu-Natal, North West, Gauteng, Mpumalanga or Limpopo. Urbanicity was measured as 'urban-formal' , 'urban-informal' , 'rural-traditional' or 'rural-formal' area. We collapsed the rural categories, creating a three-category variable, and used 'urban-formal' as the reference.
We controlled for additional covariates: gender, religion, age, and political attitudes. On the 2013 SASAS, respondents self-reported their sex as either 'male' or 'female, ' which we used as an imperfect proxy for gender. Researchers on the SASAS also asked whether respondents belonged to any religion and, if so, which denomination from a list of over 25 options. Due to sampling constraints, we operationalised this as 'not religious' (reference), 'Christian' or 'other' . We used the SASAS measure of age, which was a continuous variable ranging from 16 to 92 years, and political attitudes: 'extremely Conservative/Right' , 'Conservative/Right' , 'slightly Conservative/Right' , 'Moderate' , 'slightly Liberal/Left' , 'Liberal/ Left' , 'extremely Liberal/Left' (reference) or 'don't know' .
Analyses
We first assessed the prevalence of negative abortion attitudes as the percent of respondents reporting abortion is 'always wrong' in the case of serious foetal anomaly, in the case of familial poverty and in both cases together. We then estimated binary logistic regression models (Long 1997; Long and Freese 2005) for the attitudes toward abortion in the two different cases separately and in the two cases combined. All variables were entered simultaneously into the models. We calculated odds ratios for race/ethnicity, education, economic class, province and urbanicity, while controlling for the covariates described above. All analyses were conducted in Stata v. 14 (StataCorp 2014) using sample weighting. Sensitivity analyses were also conducted in order to assess robustness of our results. These included other measures for race/ethnicity, economic class, religion, political attitudes and age. We also conducted ordinal regression models for each individual abortion attitude and a multinomial model of both attitudes combined. Results across these sensitivity analyses were similar to those described below.
Results
Prevalence of negative abortion attitudes
Attitudes toward abortion differed by circumstance of pregnancy (see Table 2 ). When asked about abortion in the case of serious foetal anomaly, about half of South Africans surveyed said it was 'always wrong' . Attitudes toward abortion in the case a family is low-income were significantly more negative, with over three-quarters saying it was 'always wrong' . When we combined the attitudes toward abortion in both cases, about half of respondents said abortion was 'always wrong' .
Bivariate analyses
We found that several sociodemographic factors were related to both abortion attitudes at the bivariate level (see Table 3 ). Looking at the two cases combined, respondents were less likely to say abortion is 'always wrong' if they were African and spoke isiXhosa or isiZulu at home or if they were White and spoke English at home. African respondents who spoke Setswana, Sesotho or another African language at home were more likely to report abortion is 'always wrong' . Respondents who completed their secondary education or who had any tertiary education were less likely to report abortion is 'always wrong' . Those who selfreported as lower economic class were more likely to feel abortion is 'always wrong' . In bivariate analyses, respondents in the Western Cape, KwaZulu-Natal and Mpumalanga were less likely to report abortion is 'always wrong' , while those living in Gauteng, Northwest and Limpopo were more likely to report abortion is 'always wrong' . Slightly liberal respondents were less likely and extremely conservative respondents more likely to report abortion as 'always wrong' . Gender, age, religion and urbanicity were not associated with abortion attitudes at the bivariate level. 
Multivariate analyses
We present the binary logistic regression models for abortion attitudes in the case of foetal anomaly, in the case of familial poverty and for both cases combined in Table 4 . Odds ratios for sociodemographic factors significantly associated with abortion attitudes in both cases combined are shown in Figure 1 . In comparison to African respondents who spoke isiXhosa at home, we found that respondents were more likely to report abortion is 'always wrong' in both cases if they were African and spoke isiZulu, Sepedi, Setswana, Sesotho or another African language or if they were Coloured. Compared to those with a primary-level education or less, respondents who received any secondary, completed secondary or received any tertiary education were significantly less likely to report abortion is 'always wrong' in both cases. Respondents living in Gauteng and Limpopo provinces were more likely to feel abortion is 'always wrong' in both cases, compared to the Western Cape. When considering both cases together, respondents' gender, age, religion and political attitudes were not associated with attitudes toward moral acceptability of abortion. Some differences in abortion attitudes were noted across circumstances of pregnancy. Compared to African respondents who spoke isiXhosa at home, White respondents who spoke Afrikaans at home were significantly more likely to report abortion is 'always wrong' in the case of poverty but not in the case of foetal anomaly. Coloured respondents who spoke English at home were equally as likely as Xhosa respondents to report abortion is 'always wrong' in the case of family poverty but were more likely to in the case of foetal anomaly. Education was not significantly associated with abortion attitudes in the case of poverty, although it was in the case of foetal anomaly and when both cases were combined. Residents in the Eastern Cape, Northern Cape and Free State were significantly more likely to report abortion is 'always wrong' in the case of poverty but not in the case of severe foetal anomaly or in both cases combined. Specifically in the case of poverty, increasing age was also associated with increased odds of reporting abortion is 'always wrong' (odds ratio not shown: 1.01, p < .05). Finally, extremely conservative respondents were significantly more likely than extremely liberal respondents to report abortion is always wrong in the case of foetal anomaly (odds ratio not shown: 1.99; p < .05), while slightly (as compared to extremely) liberal respondents were significantly less likely to report abortion is 'always wrong' in the case of poverty (odds ratio not shown: 0.45; p < .05).
Discussion
Our analyses of the 2013 SASAS show negative attitudes toward abortion are common in South Africa -over half of respondents felt abortion was always wrong in both cases (foetal anomaly and poverty) combined. We also found that attitudes vary by race/ethnicity, education, province and circumstances of pregnancy. Non-Xhosa African respondents, Coloured respondents who speak Afrikaans, individuals of lower educational attainment and those living in Gauteng and Limpopo provinces held significantly and consistently more negative attitudes toward abortion in both cases presented. These sociodemographic differences in abortion attitudes -to the extent they may limit access to safe abortion services and increase Odds ratio significantly greater than 1 (compared to reference group)
Odds ratio significantly less than 1 (compared to reference group) Odds ratio insignificant risk of abortion-related complications and mortality -carry important implications for human rights and health equity and they offer insight into opportunities for research and intervention in South Africa.
Respondents were more likely to feel that abortion is always wrong in the case of family poverty as compared to when there is a strong chance of serious foetal anomaly. This finding is consistent with previous evidence in South Africa and other settings that has suggested attitudes toward abortion differ across the circumstances of pregnancy (Gresh and Maharaj 2014; Macleod, Sigcau, and Luwaca 2011; Mwaba and Naidoo 2006; Patel and Johns 2009; Patel and Kooverjee 2009; Ronco 2014; Varga 2002; Vincent 2012; Wheeler et al. 2012) . Our findings echo previous qualitative and subpopulation surveys that demonstrated the risk of birth defects or other disabilities is considered a relatively acceptable reason for abortion (Gresh and Maharaj 2014; Mwaba and Naidoo 2006; Patel and Kooverjee 2009; Varga 2002 ). While close-ended questions and responses on the SASAS limit interpretability, these more lenient attitudes toward abortion in the case of serious foetal anomaly are likely tied to stigmatisation of disability throughout South Africa -as documented in previous regionally-specific South Africa studies (Gresh and Maharaj 2014; Varga 2002) . Researchers in other settings have also suggested that some circumstances of abortion, including foetal anomaly and endangerment of the woman's health, are viewed as random events outside a woman's control (Huang et al. 2016) . Abortion in such cases might not be perceived as women's agentic resistance to traditional gender roles, which could facilitate social permissibility and reduce stigmatisation.
Attitudes toward abortion in the case of familial poverty were more pervasively negative across all racial/ethnic groups, levels of education and provinces. This is consistent with most research on the subject, which has shown poverty is typically seen as a relatively less acceptable reason for abortion as compared to foetal anomaly, rape or risk to the woman's health (Mwaba and Naidoo 2006; Patel and Johns 2009; Patel and Kooverjee 2009; Vincent 2012) . Some qualitative research has contrastingly suggested, however, that poverty can be seen as a justifiable reason for abortion in some sub-populations. Our results might differ from these studies because we relied on close-ended survey questions and our sample is nationally representative rather than purposively chosen from health workers in the Western Cape (Harries, Stinson, and Orner 2009) or adolescents in KwaZulu-Natal (Varga 2002) . We did find that attitudes toward abortion in the case of poverty were less negative in the Western Cape and with younger respondents. Additional qualitative research is needed to fully understand the mechanisms underlying these abortion attitudes.
Hypothetically, our results could reflect what others have called intersectional stigma (Earnshaw and Kalichman 2013) . Derived in part from the theory of intersectionality (Crenshaw 1989) , this conceptualisation suggests that each stigmatised status intersects with and is shaped by existing social hierarchies (Earnshaw and Kalichman 2013) . For example, the discrimination experienced by low-income women seeking abortion may be simultaneously driven by both abortion and economic stigma -both of which constitute human rights issues. Alternatively, our results could reflect a particular importance that is placed on motherhood for low-income and otherwise marginalised women who have limited access to normative forms of status-building, identity-development and meaning-making (Cooper et al. 2007; Walker 1995) . Future studies might investigate the relationships between abortion attitudes and those toward poverty and motherhood more generally.
Our results also suggest that additional sociocultural factors may increase the likelihood of negative abortion attitudes in South Africa above and beyond socioeconomic status, gender, age, religion, political attitudes and geography. Collectively, the differences in abortion attitudes we observed across racial/ethnic groups likely reflect South African heterogeneity in social norms and cultural ideologies related to gender, reproduction and motherhood. For example, medical historians have documented that abortion was widespread in pre-colonial Xhosa society with general social acceptance (Bradford 1991) , and the particularly patriarchal anti-abortion norms of Zulu and Afrikaner societies have been extensively documented (Bradford 1991; Gresh and Maharaj 2014; Hodes 2013; Varga 2002) . Additional studies are needed to better understand the various sociocultural mechanisms of abortion attitude formation and if these attitude differences might contribute to observed unsafe abortion inequities by race/ethnicity.
Controlling for other factors, respondents living in Gauteng and Limpopo provinces were consistently more likely to express negative abortion attitudes, which underscores the role of province-level factors above and beyond sociocultural or individual-level characteristics in the patterning of South African abortion attitudes. Notably, both negative abortion attitudes and abortion-related mortality (National Committee for the Confidential Enquiries into Maternal Deaths 2014) are significantly higher in Gauteng and Limpopo as compared to the national average, although further research is needed to document if and how attitudes might predict unsafe abortion behaviours and outcomes. In-depth studies at the province-level might be useful for investigating the ways in which these and other characteristics contextualise abortion attitudes and outcomes, particularly since access to abortion services varies so much across provinces (Health Systems Trust 2015) and between rural and urban areas (Cooper et al. 2005) . Overall, we did not find urbanicity to be a significant factor, in contrast to previously reported findings that negative abortion attitudes are more pervasive in rural areas (Varga 2002) .
Respondents with a secondary or post-secondary education were significantly less likely to report negative attitudes toward abortion. This finding echoes previous work around the world, which has demonstrated increasingly positive attitudes toward abortion with greater education (Jelen and Wilcox 2003; Patel and Johns 2009; Patel and Kooverjee 2009 ). From our cross-sectional analysis, it remains unclear if higher educational attainment predicted more positive abortion attitudes or, conversely, if more positive abortion attitudes predicted greater educational attainment. Future qualitative studies could illuminate pathways above and beyond direct knowledge of abortion laws through which education might be associated with abortion attitudes, and why abortion attitudes in the case of poverty do not vary by level of education. Notably, education was the only significant socioeconomic predictorself-reported economic class was not associated with abortion attitudes. This suggests that higher risk of unsafe abortion among low-income women cannot be attributed simply to more negative abortion attitudes -alternatively the disparity might result from inequitable access to safe, more expensive services.
Ultimately, our findings reiterate the need for a continuing human rights-based approach that addresses the structural and social conditions influencing women's abortion decisions and health outcomes including poverty, weak health and social welfare systems, and stigma. In South Africa today, as under Apartheid, African women continue to experience lower wages and higher unemployment as compared to their male and non-African female counterparts (Statistics South Africa 2013 . Health system strengthening also remains a critical structural intervention needed to improve access to and integration of safe abortion care, HIV prevention and treatment, and high-quality contraceptive counselling and services. Improved structural support systems for persons with disability are needed particularly for those pregnant women who oppose abortion but lack the financial, institutional or emotional resources needed to raise a child with disability. Finally, interventions are needed to address ongoing social stigma against abortion that threatens human rights both theoretically (by reducing women, providers and others associated with abortion to less than whole and dignified humans) and practically (by reducing access to safe health services).
There are several limitations to the current study. First, the SASAS questions and response categories used to measure abortion attitudes were close-ended and do not fully capture the full spectrum of abortion ideologies or their contexts. It is possible that even the wording of response categories in the survey -framing abortion as 'always/almost always/sometimes wrong' rather than 'always/almost always/sometimes right' -influenced participants' answers (for example, by sending implicit cues that abortion is a non-normative and stigmatised behaviour). Moreover, abortion stigma is a much broader, complex social phenomenon that cannot be adequately captured by close-ended abortion attitude measurements. Additionally, all of our conclusions are based on cross-sectional data and, therefore, represent statistical associations and not causal linkages. Because of limited sample size, we could not stratify models nor conduct interactional analyses -for example, between race/ethnicity and socioeconomic status. Furthermore, our analysis of solely quantitative SASAS data prevents in-depth analyses, including interviewer-respondent dynamics, household dynamics affecting the interview and non-structured reactions to sensitive topics. Nevertheless, our results provide an initial investigation into abortion attitudes from a nationally representative sample in South Africa.
Moving forward, researchers, policy-makers and advocates, health workers and public health professionals can build on the evidence presented here to address unsafe abortion, and social inequities therein. Future quantitative studies might analyse trends in abortion attitudes over time in relation to race/ethnicity, education and province, while interaction models could also be used to disentangle the ways these sociodemographic factors individually and jointly modify pathways. Researchers could also employ qualitative research methods to elicit open-ended responses about abortion attitudes more broadly, including tensions and contingencies, mechanisms of formation in various groups, implications for abortion stigma and unsafe abortion and the role of historical contexts. Contemporary abortion attitudes are likely to be influenced by the largely illegal and often lethal condition of abortion under Apartheid, when unsafe abortion caused over 400 maternal deaths among impoverished African women each year (Hodes 2013; Klausen 2015) . Qualitative approaches could also shed light on complicated dynamics of the interview process itself when investigating sensitive topics like abortion.
Policy-makers and advocates must improve access to free and safe abortion services in South Africa, while also committing time and resources to improving the social and economic conditions of women more broadly. Healthcare provider training institutions could recommit to comprehensive, safe abortion services and patient-focused, evidence-based counselling by including abortion care and values clarification as a fundamental part of their curricula. Effective interventions for healthcare providers have already been developed and evaluated in South Africa including Health Workers for Choice (Varkey, Fonn, and Ketlhapile 2001) and Health Workers for Change (Fonn and Xaba 2001) . For example, in 2002 a series of values clarification workshops based on Health Workers for Choice and Health Workers for Change was conducted in Limpopo province, and a retrospective evaluation in 2004 observed significantly increased knowledge of abortion legislation, compassion and empathy for abortion clients and providers, and supportive behaviours including advocacy and improvement of reproductive healthcare services (Trueman and Gabriel 2005) . Public health professionals could simultaneously foster community-led de-stigmatising abortion campaigns such as the community equivalent of Health Workers for Choice called Communities for Choice , while also partnering to address other health concerns in the community that might be rooted in poverty or racial/ethnic marginalisation (for example, HIV). The continuing application of a comprehensive human rights-based approach to abortion in South Africa will be needed to ensure all women are equitably supported to have safe abortions, to have children and to raise their children with dignity as they so choose.
Disclosure statement
No potential conflict of interest was reported by the authors.
Funding
This work was supported by the University of Michigan Rackham Graduate School with funding support through the Rackham Merit Fellowship.
